Introduction
The Human Immune Deficiency Virus (HIV) may have had its origins in Africa with a large percentage of those infected living in sub-Saharan Africa. 1, 2 HIV is thought to have started and spread unnoticed through the 1960s and 1970s, developing into epidemic proportions in the 1980s. 1, 3 The HIV/AIDs pandemic is currently a global phenomenon that has especially impacted on sub-Saharan Africans because of large numbers of those affected coupled with poverty and illiteracy. 4, 5 Infection with HIV and Acquired Immuno-deficiency Disease (AIDs) are among the most difficult challenges facing surgeons worldwide. Surgeons are at risk of occupationally acquired infection as a result of intimate contact with the blood and other body fluids of HIV patients requiring surgery. 6 HIV has been isolated from the tear fluid and conjunctiva of HIV positive but asymptomatic individuals. 7 The conjunctiva and cornea are also recognized as a potential route of transmission of infection. 8 The sero-positive status of the majority of the HIV positive patients may be unsuspected by the attending medical personnel who as a result, may not apply universal infection-control measures. A literature review by Veenken et al reported 33 health care workers contracted HIV infection due to their occupation. 9 The risk of HIV transmission from patient to the surgeon depends on the prevalence of HIV/AIDS in the population served by the surgeon and the frequency of accidental injuries with exposure to infected blood or body fluids. Other identified factors are availability of HIV test and post-exposure prophylaxis in the institution in which the surgeon works, and importantly, compliance of the surgeon to Post Exposure Prophylaxis (PEP). 1 The purpose of this study was to retrospectively determine the prevalence of HIV sero-positivity among ophthalmic surgical patients in University of Uyo Teaching Hospital over two and half years.
II. Methodology
It was a retrospective study. Health records of patients who underwent eye surgeries between January 2011 and June 2013 were reviewed. Demographic information including age, sex, occupation ,diagnosis, type of surgery and HIV status were extracted and analyzed using SPSS 17.0. Minor procedures such as superficial corneal foreign body removal, epilation etc carried out in the treatment room located in the out-patient clinic were excluded from our study.
III. Result
Of the 99 patients analyzed, 60 were males and 39 were females with a male to female ratio of 1:0.65. The age range was 5 to 83 years with a mean age of 49.9 + 3.17 years (table 1) . Seven patients (7.1%) were seropositive for HIV, of which 5 (71.4%) were between 3 rd and 5 th decade of life while 2 (28.6%) were older than sixty years. Of the 7 sero-positive patients, 4(57%) were males and 3 (43%) were females. Uncorrected visual acuity ranged from 6/6 to No Perception of Light. There was no association between patients' HIV status and sex (X 2 = 0.355, p = 0.837). The association between patients' occupation and HIV status was not statistically significant (X 2 = 24.866, p = 0.72). Table 2 shows distribution of HIV seropositivity in relation to surgical procedures. Table 3 shows patients' occupation and figure 1 shows indications for surgical interventions. 
IV. Discussion
The high prevalence rate (7.1%) recorded in our study concurred with the other findings in sub-Saharan Africa. [10] [11] [12] Similar studies on ophthalmic surgical patients at Ohaozara, Enugu and Benin-City found prevalence rates of 3.7%, 3% and 2.6% respectively. [13] [14] [15] Odugu et al 16 reported a high prevalence figure of 7.31% among ophthalmic surgical patients in a Niger-Delta community, the same geographical region our study was conducted. Niger-Delta bears much of Nigeria's HIV burden, possibly arising from the huge economic activities of oil exploration and influx of different categories of people into the area. The high prevalence figure of our study could also be attributable to our service catchment areas with our clientele extending far beyond our locality to neighbouring states.
Over 70% of seropositive patients were below 60 years, a trend reported by other Nigeria studies. 12, 15, 17 Inconsistences have been noticed in the gender distribution of HIV among ophthalmic surgical patients. In our cohorts, male dominated similar to reports from Osogbo, Osun state. 12 Perhaps owing to stronger economic strength than their female counterparts in our environment, men are more likely to afford and present for surgical treatment than females. In a rural surgical outfit in Ohaozara, Ebonyi state, where ophthalmic surgical services may have been subsidized or rendered free, Okoye et al 15 reported higher female prevalence. Type of occupation has been linked with HIV prevalence. 9 The current study did not find association between occupation and HIV prevalence. This is possibly due to its relatively small, non-representative data coupled with the inherent bias of a hospital-based study like ours.
It is concluded from this study that routine HIV screening following adequate pre-screening counseling appears justifiable before ophthalmic surgery, at least in areas known for high prevalence of the disease. This is to ensure extra precautions by the surgeons and prompt interventional measures for the newly diagnosed HIV patients. The retrospective nature of this study which did not allow us to include other informative parameters was an acknowledged limitation of the study. For instance, confirmatory test using immunocomb II HIV 1 and 2 could not be carried out. Our study was conducted in a federal tertiary referral centre, thus requiring cautious extrapolations to other nonsimilar ophthalmic surgical outfits. In establishing an unremitting high prevalence of HIV among ophthalmic surgical patients, however, this study has achieved its purpose.
